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A full term newborn with birth weight of 3 kg presented with
tachypnea and cyanosis shortly after birth. He had left sided
facial nerve palsy. Echocardiography (Fig. 1) showed situs
inversus with dextrocardia, concordant atrio-ventricular con-ss: King Abdulaziz Cardiac
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y); fax: +966 1 2521803.
.com, najmhk@ngha.med.sa
ity. All rights reserved. Peer-
d University.
lseviernections and discordant ventriculo-arterial connections. Aorta
was anterior to the left of pulmonary artery with usual coro-
naries for TGA i.e. normal coronaries anatomy. Proximal
APW (Type I) seen between the posterior wall of the aorta
and anterior wall of the main pulmonary artery (Richardson
et al., 1979) (Fig. 2). A large patent ductus arteriosus (PDA)
also was present in addition to unrestrictive patent foramen
ovale. Pulmonary valve was bicuspid with no obstruction
(see Fig. 3).
At age of 32 days arterial switch operation, APW septation
with pericardial patch, PDA ligation and coronary tunnel to
neo aorta was performed. The operation proceeded as follows:
Exposure of the great vessels was undertaken and dissection of
the pulmonary arteries and identiﬁcation of the PDA was
done. Cardiopulmonary bypass (CBP) was initiated with aor-
tic and bicaval cannulation. Left atrial vent was inserted. Un-
der ischemic arrest with cold anti grade cardioplegia the aorta
and distal main pulmonary artery (MPA) were transected.
Branch pulmonary arteries were translocated anteriorly (Laco-
mpt’s maneuver). The commissure between the coronary
Figure 3 Intraoperative view. AA, ascending aorta, AV, aortic
valve, LPA, left pulmonary artery, RPA, right pulmonary artery
and the asterisk \ the site of aortopulmonary window.
Figure 1 Echocardiography, (A) long access parasternal view
and (B) short access parasternal view. For abbreviations see Fig. 2.
62 H.K. Najm et al.arteries was taken down leaving coronary arteries as one but-
ton attached to the neo aorta through the APW. Then dissec-
tion of the coronary arteries was done and they were taken as aFigure 2 Dextrocardia, transposition of the great arteries with
aortopulmonary window. Ao, aorta, APW, aortopulmonary win-
dow, LA, left atrium,LV, left ventricle, PA, pulmonary artery, PDA,
patent ductus arteriosus, RA, right atrium, RV, right ventricle.single patch containing both of the coronary ostia. Fresh
autologous pericardial patch was sutured to create a tunnel
to the neo aorta. Then the distal neo aortic suture line was
completed. The new MPA was reconstructed using an autolo-
gous pericardial patch and attached to the conﬂuence of the
pulmonary arteries. Left atrial line was inserted for monitoring
and weaning of the CPB was uneventful. Intra operative Trans
Esophageal Echocardiogram was done and showed good func-
tion and optimal repair. Total myocardial ischemic time was
73 min and total CPB time was 153 min. Patient was trans-
ferred to the pediatric cardiac ICU in a good condition on
minor inotropic support and mechanically ventilated.
The patient had smooth post operative course. Extubated
within 48 h and discharged home on day 9th postoperatively.
Repeated echo after surgery revealed no ventricular out ﬂow
tract obstruction and normal ventricular function. Patient
was seen in the pediatric cardiology clinic after one year and
he was well and gaining weight.
2. Discussion
Aortopulmonary window is a rare cardiac malformation.
Abnormal partitioning of the aortic sac by the aortic-pulmon-
ary septum during embryologic development is thought to be
the underlying cause of APW (Eldad Erez et al., 2004). The
size and location of the defect may vary, but it is limited to
the area between the two semilunar valves and the branch pul-
monary arteries. The exact location of the defect and the rela-
tionship it creates between the ascending aorta and the
pulmonary arteries deﬁne its morphology. The variety of mor-
phologic forms has led to the development of several different
classiﬁcations of APW. Richardson’s classiﬁcation (Richard-
son et al., 1979) may be used as a guide for the appropriate sur-
gical approach. Since ﬁrst described by Ellioston in 1830 just
over 300 cases have been reported (Allen et al., 2008). Nearly
half of all patients have other associated cardiac lesions. In a
series of 22 patient of Aortopulmonary window collected over
40 years the associated anomalies were: four cases interrupted
aortic arch, four right pulmonary artery from aorta, three ven-
tricular septal defect, one tetralogy of Fallot, one transposition
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Dextrocardia, aortopulmonary window with transposition of the great arteries, case report 63of great arteries (TGA) and one atrial septal defect (Backer
and Mavroudis, 2002). Only 10 cases of APW associated with
TGA were reported in the literature (Table 1). Up to our
knowledge, our case is the ﬁrst to be reported as: APW, D-
transposition of great arteries with Dextrocardia and Situs
Inversus. The risk of surgery in this group is substantial with
only 5/10 cases survived the early post operative period. All
of them had arterial switch operation at age between 7 days
and 3 years and followed for a period of 6–12 months after
surgery (cases 5–9). One case associated with corrected TGA
was decided not for surgery due to holoprosencephaly. The
other four cases died in the early post operative period (cases
1–4). Two of them were due to pulmonary hypertension.
The technique used in this case seems the most suitable
for such anomaly. Due to the morphology of the APW
the coronary ostia open directly anterior, therefore arterial
switch by creating two buttons may not be suitable because
the translocation needs a 180 twist of coronary arteries.
Therefore leaving them attached to one patch in situ and
diverting them to the neo aorta is safer. In conclusion, Arte-
rial switch surgery seems to be the best surgical option for
this complex cardiac lesion and should be performed at early
stages (neonatal period) before the development of pulmon-
ary vascular disease.
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